Fig. 1
Oblique and anteroposterior radiographs of the left knee joint show the distal femoral and proximal tibial tunnels for the anterior cruciate ligament neoligament. 
IMAGE INTERPRETATION
The radiographs ( Fig. 1) , obtained shortly after the recent patellar subluxation, demonstrate the presence of an intra-articular calcific structure (arrows in Fig. 1 ) projecting over the joint space of the lateral femorotibial compartment of the left knee joint. The distal femoral and proximal tibial tunnels, as well as their anchoring screws, are due to the previous ACL tendon graft reconstruction surgery. The current MR images of the left knee joint (Fig. 2) show the presence of an ossified structure within the posterior horn of the lateral meniscus (arrows in Fig. 2b ), isointense to medullary bone in the distal femur and proximal tibia on the T1-and T2-weighted proton density sequences. On the sagittal and axial gradient echo sequences, the characteristic hypointense signal indicates the presence of calcium within the ossific structure. No intra-articular loose body was identified.
Other imaging findings included a complete tear of the ACL neoligament, acute osteochondral compression fracture of the anterior weight-bearing aspect of the lateral femoral condyle, ACL injury pattern bone marrow oedema, disruption of the medial patellofemoral ligament and medial retinaculum, and lateral collateral ligament Grade 1 injury (not shown in figures).
Of note, the ossified structure was not present on the MR image performed following the skiing injury six years ago (arrow in Fig. 3 denotes the corresponding area).
DIAGNOSIS
Lateral meniscal ossicle.
CLINICAL COURSE
The patient subsequently underwent arthroscopic partial local meniscectomy with successful removal of the meniscal ossicle.
She made good recovery post-surgery.
DISCUS SION
With a reported prevalence of under 0.2%, meniscal ossicles are relatively uncommon encounters in the everyday practice of most radiologists.
(1) Although rare, they are reasonably wellknown entities, with sporadic reports published in Orthopaedic and Radiology literature. Meniscal ossicles have been reported in both male and female patients, with a higher incidence in young males. (2) (3) (4) Most cases involve the posterior horn of the medial meniscus, with fewer reports of involvement in the lateral meniscus and anterior horns. (2, 3, 5) Meniscal ossicles are defined as mature bone embedded within the substance of the meniscus. (5, 6) Histologically, ossicles are seen as lamellar and cancellous bone with fatty bone marrow, and they are surrounded by meniscal fibrocartilage. (1, 6, 7) Several authors have reported foci of increased vascularisation, fibroblastic proliferation and even osteogenic activity. 
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is a less likely consideration given the multiplicity of the calcific bodies (Figs. 4-7) .
The aetiology of meniscal ossicles remains uncertain, with several theories still being considered. One main theory postulates that they represent vestigial structures within the human knees, as meniscal ossicles are commonly seen in primates, cats and dogs. (6) (7) (8) (9) Another possibility is that they are post-traumatic sequelae, with metaplasia and heterotopic ossification within the meniscus occurring secondary to the trauma. CT arthrography to demonstrate the location of the meniscal ossicle within the meniscus has been reported, but it is not often performed in this clinical scenario.
MR imaging is the modality of choice for demonstrating meniscal ossicles, as it is capable of demonstrating the intrasubstance location within the meniscus, thus differentiating the ossicle from an intra-articular loose body, and shows a typical signal pattern. Meniscal ossicles show MR imaging signals that are characteristic of normal bone with fatty marrow -centrally hyperintense on both T1-and T2-weighted images or fully corticated bone, and hypointense on most sequences, (2, 3) especially gradient echo sequences, due to susceptibility effects. Most ossicles are less than 10 mm in size. (4) There may be thinning of the adjacent tibial articular cartilage, likely from pressure effect (6) or associated meniscal tears. Joint effusion is rarely reported. Correlation with plain knee radiographs is helpful for confirming the presence of ossific structures.
Their intrameniscal location is the main feature that distinguishes meniscal ossicles from intra-articular loose bodies, chondrocalcinosis, bony avulsion of tendinous structures such as semimembranosus and popliteal tendons, and synovial osteochondromatosis. Loose bodies and chondrocalcinosis are generally more hypointense to the adjacent bone marrow on MR imaging than the more isointense meniscal ossicles. (7) There is usually focal bone marrow oedema or bone defect at the site of the tendinous avulsion, whereas meniscal ossicles tend to indent the articular cartilage itself. In osteochondritis dissecans, articular cartilage defect is often associated with irregular margins. (4) Synovial osteochondromatosis generally presents as multiple intra-articular bodies as compared to the solitary nature of the meniscal ossicle (Fig. 9 ).
Treatment for meniscal ossicles is usually arthroscopic resection, although some patients have opted for conservative management. (1, 3, 7) It is beneficial for orthopaedic surgeons to have prior knowledge of the presence of a meniscal ossicle when planning an arthroscopic surgery, as this will prevent an unnecessary and fruitless search for a nonexistent intra-articular loose body. 
CONCLUSION

